We report a case of segmental infarction of the testis in a 55-year-old man. Past medical history included 12 years of type II diabetes and hypertension. The patient presented with a 2-month history of testicular pain and was found clinically and sonographically to have a testicular tumour. The pathological examination of the partial orchiectomy specimen revealed segmental infarction of the testicle secondary to diabetes microangiopathy. We propose diabetes microangiopathy as a localization and aetiology of segmental testicular infarction. A possible testicular sparing procedure through an inguinal approach may be considered in cases of testicular masses for which the clinical and imaging findings are suggestive of focal testicular infarction.
Introduction
Diabetes is strongly associated with microangiopathy and accelerated atherogenesis. Segmental testicular infarction is an uncommon lesion, generally idiopathic and spontaneous. It may be associated with certain risk factors. It often simulates testicular tumour leading to orchiectomy.
We report the first case of segmental testicular infarction due to diabetes microangiopathy. In the light of this case and a review of literature, we discuss the various aspects of this clinical and pathological entity.
Case report
A 55-year-old white man, presented with a 2-month history of right testicular pain. The patient's past medical history included 12 years type II diabetes without evidence of microangiopathy and hypertension.
The physical examination demonstrated an exquisitely tender right testis that was otherwise normal with no mass or hernia. The scrotal skin was normal.
Urine analysis and urine culture were normal. Scrotal ultrasound showed a hypoechogenic mass in the right testicular lower pole, that measured 2.0 Â 1.0 Â 1.0 cm (Figure 1 ). On Doppler ultrasonography, the lesion appeared avascular. Serum tests for a-fetoprotein and human chorionic gonadotrophin were negative. A partial orchiectomy was performed.
Grossly, the testis measured 6.0 Â 4.0 Â 3.0 cm. The cut surfaces revealed a lower pole lesion measured 1.7 Â 1.0 Â 1.0 cm and displayed a pale and firm surface.
Histologic examination revealed in addition to normal-appearing seminiferous tubules with spermatogenesis, a segmental testicular infarction with coagulation necrosis of the seminiferous tubules, maturation arrest, hypospermatogenesis and interstitial fibrosis (Figure 2) , the blood vessels section showed a marked thickened parietal small to medium-sized arteries adjacent to the infracted areas ( Figure 3) . The upper pole of the testis, the epididymis and the spermatic cord were unremarkable. Follow-up ultrasonography at 6-12 weeks was performed. It showed normal testis.
Discussion
Global infarction of the testis is not uncommon and is usually caused by torsion of the spermatic cord, incarcerated hernia, infection, trauma or vasculitis.
Segmental infarction is uncommon, o30 cases have been reported. 1 The aetiology is unclear, it may be associated with certain risk factors; including epididymitis, 2 protein S or antithrombin III deficiency, 3 sickle cell disease 4 malakoplakia, 5 leukaemia, 6 ectopic testis, 1 varicocelectomy 7 and idiopathic causes. The tissue hypoxia, vascular insufficiency due to diabetes microangiopathy is responsible for the testicular damage, maturation arrest and hypospermatogenesis. We found recent infarcts (4-6 weeks old). The lesion was characterized by necrotic seminiferous tubules associated with nuclear debris, congestion and inflammatory infiltrate. To our knowledge, there is no previous report of segmental testicular infarction secondary to diabetes microangiopathy.
Pain is the most frequent symptom at presentation. Testicular palpation is usually normal, although an indurated testicular mass-mimicking tumour can sometimes be detected.
Tumour markers and urine culture are negative. 8 The question is whether we can preoperatively differentiate this entity from neoplasia. Otherwise, any hypoechogenic testicular lesion should be considered malignant unless demonstrated. On the basis of the ischaemic nature Doppler ultrasound might be an answer. Some authors 9 suggest that an avascular pattern in patients with no other evidence of malignancy would support the diagnosis of infarction. However, a large number of testicular neoplasms exhibit hypovascularity. Magnetic resonance imaging might be of great value as the ischaemic lesions have a characteristic pattern, although neoplasia could not be ruled out. 10 Most authors have chosen radical orchiectomy, and in few cases a partial orchiectomy had been reported, 11 we believe that segmental infarction is an indication on partial orchiectomy. In conclusion, the clinical and pathological findings in our case support the diagnosis of a focal testicular infarction secondary to diabetes microangiopathy.
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